A young male patient complaining of vague abdominal pain, dyspnea, generalized weakness and abdominal distension for 6 months was referred for abdominal ultrasound. Ultrasound showed enlarged echogenic kidneys, perinephric and renal sinus cystic fluid collections bilaterally with ascites and right pleural effusion. The ultrasound findings were confirmed by abdomen CT scan. Renal function test was within normal. Laboratory analysis of aspirated perinephric fluid revealed abundant lymphocytes. The radiological findings and perinephric fluid aspiration analysis are consistent with renal lymphangiectasia. Pleural effusion, in addition to ascites and perinephric fluid collections, is a new presentation of the disease. Ascites and pleural effusion were improved by diuretics.
CASE REPORT
A 22-year-old male presented with a history of generalized weakness, progressive abdominal distension, vague abdominal pain and dyspnea for 6 months. He had no other significant past or family history. On examination, his blood pressure was 120/70 mmHg. Urine analysis was normal, hemoglobin level 15 mg dl-1(13-18 dl-1), urea 20.8 mg dl-1(10-50 dl-1), creatinine 1.37 mg dl-1(1.6 mg dl-1), serum potassium 3.9 mEq l-1(3.3-5.5 mEq l-1), serum albumin 3.9 mg dl-1(3.5-5.0 mg dl-1), SGPT 24 IU/L (5 to 40 IU/L), SGOT 27 IU/L (10 to 40 IU/L) and ALP 90 IU/L (30 to 120 IU/L).
Ultrasound revealed enlarged echogenic kidneys, each measured about 14 cm long with perinephric and renal sinus cystic fluid collections bilaterally (figure 1) as well as right pleural effusion (figure 2) and ascites (figure 3). Abdomen CT scan showed bilateral perinephric fluid collections, which were almost symmetrical (figure 4), right pleural effusion (figure 5) and gross ascites (figure 5 and 6). No cystic areas were seen in the pancreas or liver. No other abnormality was found on the CT scan. The mean CT density of the renal sinus cysts was 3 Hounsfield units. The mean CT density of the perinephric fluid collection was 2, of the pleural effusion; 3 and that of ascites; 3 Hounsfield units, suggesting transudate.
Needle aspiration of the perinephric fluid was carried out, and laboratory analysis revealed abundant lymphocytes. This patient underwent anti TB treatment for one year with no improvement and the pleural effusion and ascites were improved by diuretics only (figures 7 and 8).
the kidney (1) . Knowledge of the condition is based mostly on solitary case reports. Approximately 40 cases have been reported since 1890 (2) . It is known by many different names including renal lymphangiomatosis (1), renal lymphangioma (3), renal peripelvic multicystic lymphangiectasia" (4), peripelvic lymphangiectasia (5), hygroma renale (2) and polycystic disease of the renal sinus (6) . The origins and cause of the condition are unclear (7) .
Clinically, it is usually asymptomatic and incidentally diagnosed. When symptomatic, the most common presentations are abdominal pain (42%), abdominal distension (21%), followed by fever, haematuria, fatigue, weight loss and hypertension and occasional deterioration in renal function (mostly reversible) (2, 7) .
Imaging findings of renal lymphangiectasia include peripelvic cysts and perirenal fluid collections (1, 5, 6, 8) . On sonography, characteristics of simple cysts are seen. Cysts are seen to be anechoic, with enhancement through transmission and a sharply defined far wall (3). Kidneys may appear enlarged, and cortico-medullary differentiation may be lost (1). On CT, similar appearances of fluid collections are seen, but the septa may not be very conspicuous. The attenuation within the cysts lies in the range of fluid (7, 9) . Surrounding structures are not seen to be invaded, but only abutted or displaced. Ascites may be found, and is a known complication. However, features on ultrasound and CT are known to be diagnostic of the condition (9) .
Differentials of renal lymphangiectasia include polycystic renal disease, nephroblastomatosis, lymphoma and multilocular cystic nephroma depending on the age and appearance of the disease (6, 9) . The diagnosis of renal lymphangiectasia can be confirmed with needle aspiration of chylous fluid from the perinephric fluid collections (6) .
Causes of ascites (as shown in table 1) can be classified according to if associated with peritoneal diseases or not (10).
The CT density of the pleural fluid is in our case 3 Hounsfield units suggesting transudate. The causes of pleural transudate can be also cardiac, renal, hepatic or due to thrmboembolic diseases (11).
Complications of renal lymphangiectasia can include haematuria, ascites, occasional renal venous thrombosis, deterioration in renal function and renin-dependent hypertension (2,6). Treatment is not usually necessary. Conservative treatment with diuretics and anti-hypertensives may be initiated for symptomatic patients (10). Complicated cases may be treated with nephrectomy (if unilateral), percutaneous drainage, or marsupialization (6).
Renal lymphangiectasia is a rare disease and diagnosis is based primarily on the radiological findings of renal sinus cysts and aspiration of perinephric fluid collections. This case presents with pleural effusion in addition to ascites and perinephric fluid collections, which is a new finding of the disease and should be considered in the differential diagnosis of pleural effusion. 
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